Introduction
In the last three decades, self-rated health has been broadly used as an indicator in psychosocial and gerontological research, as well as in epidemiologic surveys. Research systematically emphasizes its reliability and predictive power, and demonstrates its association with several morbidity and mortality measures, even after adjusting for other variables, such as measures of physical health, age, gender, life satisfaction and income, among others 1 .
The factors associated with self-rated health have been broadly studied 2 . Gender, age, socioeconomic, occupational and environment factors 3 , access to healthcare and other variables 2 can influence self-rated health.
A longitudinal study about self-rated health among employees demonstrated its explanatory potential for health and socioeconomic inequalities 4 . Borg & Kristensen 5 observed, among Danish employees, that approximately two-thirds of the social gradient with regard to worsening of self-rated health could be explained by work environment and lifestyle factors.
In Brazil, over 2.5 million workers are employed in the health care sector. The public sector employs 56.4% of them, and 68.8% of these work in administrative positions at the city level 6 . It should be emphasized that these figures apply only to formal jobs; workers in precarious employment are not included. There are there-fore over one million healthcare workers at the city administration level in Brazil, most of whom work at primary health care centers.
There is increasing recognition that both patient safety and access to high quality healthcare is linked to the well-being of healthcare workers 7 . Injuries and disabilities among healthcare workers affect the quality of healthcare delivery 8 .
The aims of this cross-sectional study are to investigate the prevalence of poor self-rated health and its association with working conditions, adjusting for socio-demographical, occupational, behavioral and health-related variables among primary health care workers in Florianópolis, South Brazil.
Methods
This cross-sectional study aimed to investigate all workers from Primary Healthcare Centers from the Health Department of the city of Florianópolis, the capital of Santa Catarina State in southern Brazil. There are 49 Primary Healthcare Centers in the city, divided in five Health Districts (Downtown, East, North, South, and Continent), where there were 1,332 workers at the time of data collection.
Workers from all occupations participated in this study, including nurses, physicians, dentists, other university level professionals (social workers, speech therapists, psychologists, pharmacists, and nutritionists), administrative personnel, receptionists, nurse technicians, nurse assistants, dental assistants, housekeepers, health community agents, security guards and drivers.
Data were collected between October 2006 and December 2006, through standardized questionnaires that were previously tested. Questionnaires were administered by trained interviewers.
The outcome variable, self-rated health, was collected through the question: "How would you rate your health?". Interviewers read the possible answers and the participants rated their health as excellent, very good, good, fair, or poor. For the analysis, the variable was dichotomized, considering poor self-rated health to be a grouping of the categories fair and poor.
The exposure variables included socio-demographical, occupational, behavioral and healthrelated variables (Figure 1 ).
Work loads were collected separately as present or absent (excessive workload, constant attention required, fast work, repetition, non-creative work, intense work, monotony). Afterwards, a score was generated, considered high when at least four items were present and low otherwise.
Working environment conditions were collected separately as adequate or inadequate (lighting, temperature, airing, workplace size, noise, cleanliness, furniture, building mainte- Figure 1 Hierarchic analysis model. The body mass index, calculated using the formulae weight/(height) 2 , was dichotomized as obese or not. A subject was considered obese when the body mass index was above 30kg/m 2 9 .
Musculoskeletal symptoms were collected through the Nordic Musculoskeletal Questionnaire 10 and the language validated for Brazilian Portuguese 11 . The respondents were asked to report the frequency with which they experienced pain or discomfort in the previous 12 months in ten anatomic sites: neck, shoulders, elbows, hands/wrists, thoracic spine, lumbar spine, thighs, knees, lower legs and ankles. For the analysis, musculoskeletal symptoms were dichotomized as never or rarely experiencing symptoms, or often or always experiencing symptoms.
Data entry was carried out using Epidata version 3.1 (Epidata Association, Odense, Denmark), with double entry and validation. Statistical analyses were conducted with Stata 9.0 software (Stata Corp., College Station, U.S.A.). After description, a bivariate analysis was conducted to estimate differences among proportions, using Fisher's exact test for categorical exposure variables and the linear trend test for ordinal ones. The multivariate analysis, through Poisson regression with robust variance, was oriented by the hierarchic model shown in Figure 1 , using backwards regression, level by level. Variables that presented association to the outcome with p-value ≤ 0.20 were kept in the model, with the aim of controlling for possible confounding. Confidence intervals (95%) were calculated. Associations with p-value ≤ 0.05 were considered statistically significant.
The questionnaires didn't identify the workers who provided information, what preserved data anonymity. The study was conducted according to the ethical principles embodied in the Declaration of Helsinki and received approval from the Ethics Review Board at the School of Medicine of the Federal University of Pelotas.
Results
A total of 1,249 workers were interviewed (93.35%). Table 1 presents the absolute and relative frequencies of the variables studied. The prevalence of poor self-rated health (regular or poor) was 21.86% (95%CI: 19.56%-24.15%). The mean age of the workers was 37.42 ) and the median was 37 years-of-age. Most of them were women (83.59%). A quarter (24.98%) of the workers had a university degree. The mean employment time within the city administration was 72.08 months (0-372) and the median was 48 months. The predominant employment regimen was outsourced (49.56%). Most of the workers had a high workload score (59.73%), and 42.55% had an inadequate score of working conditions. Approximately two-thirds of the workers reported always or frequently experiencing musculoskeletal symptoms (67.89%). One-third (32.75%) were current smokers and 10.93% were obese. Figure 2 shows the prevalence of poor selfrated health according to occupation. The highest prevalence was found among dental assistants (35.71%) and the lowest among physicians (10.66%). For this reason, occupation was dichotomized as physician or others. Table 2 presents crude and adjusted analyses of the association between self-rated health and socio-demographical, occupational, behavioral and health-related variables. In the crude analysis, poor self-rated health was positively associated with female gender, higher age, lowest education, more time working for the city administration, higher workload score, a poor working environment, occupation other than physician, obesity, often or always experiencing musculoskeletal symptoms, and job satisfaction. Marital status, skin color, employment regimen, occupational accident in the previous year, and current smoking were not found to have a statistical association with self-rated health (p > 0.05).
After the adjusted analysis, poor self-rated health remained associated with female gender, older age, higher education, more time working in municipal primary healthcare, a higher work load score, obesity, and often or always experiencing musculoskeletal symptoms. Work environment, occupation and job satisfaction lost statistical significance after adjusted analysis.
In the adjusted analysis, the variable most strongly associated with poor self-rated health was musculoskeletal symptoms. Workers presenting musculoskeletal symptoms had a 169% higher risk of evaluating poorly their health than those who did not report musculoskeletal symptoms.
Discussion
The prevalence of poor self-rated health in this study was 21.86%, higher than that observed in a study among Danish workers (16.5%) 5 . Lower prevalences were also found among industrial workers in Santa Catarina State, the same state where the present study was conducted (15.6% 12 and 16.6% 13 ). However, the prevalence was similar to the Brazilian population between 14 and 64 Prevalence of poor self-rated health among primary health care workers (n = 1,249 Table 2 Crude and adjusted analysis, through Poisson regression, of the association between poor self-rated health and socio-demographic, occupational, behavioral and health-related variables among primary health care workers (n = 1,249 14 . Among Greek nurses, a higher prevalence was reported (58%) 15 . There are many factors that could explain the differences among negative self-rated health prevalences. The outcome variable can be collected and categorized in different ways. In the present study, self-rated health was collected in five categories, and negative self-rated health included the two lowest ones (fair and poor). Among Greek nurses, five categories were used (excellent, good, fair, poor and very poor health), but the three lowest ones were grouped 15 . This difference may also explain why the prevalence of negative self-rated health among Greek nurses was twice that observed in this study.
In addition, differences in the population structure, related to gender, age, income, education and other distal variables could change the prevalence and factors associated with the outcome 1 .
Those populations in which men predominate tend to exhibit lower prevalences of poor self-rated health 13 . The association between female gender and poorer self-rated health, observed among primary health-care workers, was also found in other studies 14, 16 . Among female workers, double-shift work, not accounted for in several studies, strengthens the adverse effects related to poor self-rated health, including psychological distress, pain complaints, and fatigue 16 .
Evidences from longitudinal studies indicate that manual work, lower education and lower socioeconomic levels are associated with selfrated health degradation during the course of life 2, 5 . Furthermore, a lower educational level predicts subsequent negative changes in selfrated health 17 . Dachs & Santos 14 found that the main determinant of self-rated health is socioeconomic status, and highlighted the role of education as mediator for ensuring that socioeconomic levels can influence the outcome.
In Brazil, education is clearly associated with better income and working conditions 14 . Studies systematically showed better self-rated health among workers with higher social status 18, 19 . In the present study, the crude analysis showed that the risk of negative self-rated health was doubled among non-medical occupations. In the adjusted analysis, this association lost its statistical significance.
In this study, length of employment remained associated to the outcome, even after adjusting for other variables. Martinez & Latorre 20 also observed that shorter length of employment was associated with greater work capacity and higher job satisfaction. However, unlike in other studies 21, 22 , unstable employment wasn't associated with poor self-rated health in this study.
The prevalence of poor self-rated health was higher among the oldest. This association can be largely explained by the functional limitations of chronic diseases, related to the aging process 23 .
Other studies also showed an association between obesity and negative self-rated health 24, 25 , also among workers 5, 17, 19 . Obesity is associated with non-communicable chronic diseases, and even in the absence of such diseases, it remains associated with negative self-rated health 25 . Work limitations and the discrimination related to obesity could strengthen this association, mainly among women with higher education and income levels, considering the social and professional status value given to thinness 26 .
In spite of the understanding of health as a value that goes beyond physical well being, the variable with the greatest impact upon self-rated health was the experience of musculoskeletal symptoms, related to the biomedical concept of health. However, psychosocial aspects can be clearly observed. The experience of pain and disease involves complex meanings, including social reactions, material deprivation, trauma, stress, restrictions to daily activities and/or work, fear and expectations from the disease. Besides that, the frequent presence of pain presents an association with self-rated health 27 .
Workload remained associated to the outcome even after the adjusted analysis. Borg & Christensen 5 , in a prospective study with 5,001 Danish workers, between 18-59 years of age, observed that the occupational variables had a more pronounced association with self-rated health than the lifestyle ones.
The work-health relationship should be studied to help understand how disease expresses itself as a social process, aiming to propose interventions to promote workers' health 28 . Several studies listed the exposure to a variety of factors that influence healthcare workers' wellbeing, satisfaction, safety, and quality of care for patients, such as musculoskeletal problems, violence, psychosocial and organizational factors including psychological stress and shift work, and infectious disease exposures 29 .
In the case of primary health care workers, who are responsible for providing health care to the community, work-related distress compromises work performance and the quality of care 7 .
The subjective health assessment reflects a person's integrated perception of health, including its biological, psychological and social dimensions, which are inaccessible to any external observer. On the contrary, self-reported diseases mainly reflect the medical dimensions of health, which can be objectively assessed. Subjective assessments of global health could be even more sensitive in health monitoring than external measures of health. In addition, standardized self-reported surveys of health status are easy to administer and inexpensive to process 30 .
On the other hand, the use of self-reported health measures should be interpreted with caution, since individuals exposed to environments where diseases and/or health hazards are common tend to evaluate their health more positively 31 .
In this study, all variables were self-reported, so information bias can be present. The crosssectional design precluded the inference of cause-effect relationships. It can't be determined if the associated variables behaved as a cause or consequence of the outcome. In this way, longitudinal studies are recommended to provide a better understanding of the causal direction of the findings. There is always a possibility of residual confounding due to the existence of unmeasured variables.
Recognizing primary healthcare as fundamental to the effectiveness of healthcare policies, primary healthcare workers and healthcare work itself have been subjects of recent studies 32 . However, studies on the health of primary healthcare workers are still scarce in Brazil, which reinforces the relevance of the present study.
In conclusion, the multidimensional structure of self-rated health, confirmed in this study, highlights that the workers' health actions should be interdisciplinary, based on the view of the worker as a whole subject. 
Resumo

